22. Hayter RG, Rhea JT, Small A, Tafazoli FS, Novelline RA. Suspected aortic dissection and other aortic disorders: multi-detector row CT in 373 cases in the emergency setting. A 58-year-old lady presented with atypical chest pain, increasing breathlessness, and reduced exercise tolerance. There was no other significant past medical history or risk factors. The systemic examination was normal and so were the biochemical and haematological parameters. An electrocardiogram showed normal sinus rhythm. As she was unable to perform exercise test, coronary CT angiogram was organized, which revealed the anomalous origin of the right coronary artery (RCA) from the left aortic sinus running a potentially malignant course with narrowing between the aorta and right ventricular outflow tract before regaining normal calibre (Panels A and B). The calcium score was raised at 616. Subsequent angiogram revealed minor disease in the left coronary artery (LCA) and the circumflex artery but the RCA could not be cannulated. Myocardial perfusion scan for functional testing demonstrated no evidence of ischaemia. After a multi-disciplinary meeting, decision was made to treat patient medically with a regular clinic follow-up. The incidence of the anomalous origin of coronary arteries is reported be 1%, anomalous RCA being more common than the left. This anomaly has been associated with dyspnoea, palpitations, syncope, angina, myocardial infarction and even sudden death. The proposed mechanisms include compression by great vessels especially when the aberrant pathway is between the aorta and the pulmonary artery, origin at an oblique angle resulting in a slit-like orifice leading to collapse on exertion and coronary spasm. Anomalous RCA generally follows a benign course and is therefore treated conservatively, whereas surgical intervention which includes translocation, ostioplasty, or bypass graft is recommended for anomalous LCA.
